MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63-042111.
SEPARTMERT oF FUaLlllcrgi':tru;:i.o:rl:i'nr:::‘:o."i:?_g.la_“_?rimnry Registration District N1003._____Regimar‘s No. _1_08‘ ﬂ STATE FILE NUMBER

D0 NOT WRITE
ON THIS STUB AMENDED _F-I"m-—-- MAV 1 - Aanfn

CE OF DEATR® = Y T9UJ 1 2. USUAL RESIDENCE (Whera deceased -lived. If institution. Residence befors

a. COUNTY a. STATE Illinoig COUNTY admission)

b. CITY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits

10wN ST. LOUIS, MISSOURI ow Centralia, Yo O Ne O]

c. FULL NAME OF {If NOT in hospital. give location) Inside Limits d. STREET {If cunide, give locstion) Reside on Farm
HOSPITA| ADDRESS

INSTITUTION RARNFS HOSPITAL YesJ No[] 406 Cedar st. Yes (0 No O
3. {!I":::Eo?:ri?:)cuSED First i Last 4. DOAI;'E Month Day Year
MAYNARD : TAXMAN DEATH November 1 1963

5. SEX 4. COLOR OR RACE, 7. married [0 Mever Married 8. DATE OF BIRTH | #- AGE (last birthday) | IF UNDER | YEAR IF UNDER 24 HR

mle white Widowed [J Divorced (O 4-1-1905 . 58 MonrhsT D“._l HW_“T Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} [ 12. CITIZEN OF WHAT COUNTRY

Of 1"l nery " Businass ‘ Rock Island, Ill U, S. A,

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Jacob Taxman Sophia Waxenber e
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14. SOCIAL SECURITY NQ. 17. INF NT Address
(Yes, N, or unlmown]l {If yes, give war or dares o u w .r -
axman 215 N, Pin
R T A " Centralia, Ill, | SEVAFE
IMMEDIATE CAUSE (o) Basilar artery insufficienc_y 3 years

V§ 300
Rev. 4/59

1

QJIQQQ'

DATE AMENDED

DOCUMENT

Conditions, if any, DUE TO (b}

which gave rise to
above causa (a), L - )
staling the under- - g >

lying cause last. DUE TO {¢}

PART II. OTHER SIGNIFICANT CONDITIONS CONITRIEWTING TO DEATH but not refated to the terminal PART LIl If deceared war  female was
disease condition given in PART | (a) there a pregnancy in last 90 days.

' 1 Yes | [d No | O Unknown
19. WAS AUTOPSY 204. ACCBENT SUICL_-I|DE HOMD|C|DE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)

PERFORMED?
YES OO0 O

Z0c. TIME OF  How Month, Day, Year |
INJURY am.
p-m.

20d. INJURY OCCURRED 203? OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATICN

WHILE AT WORK [J factory, street, office bidg., erk.)
NOT WHILE AT WORK [J '

| artended the deceassd fro . ]'—-L,/:I-,/6'3 and last im alive on. 11 ’/1 '/63

Death occurred st on the date stated above, and to the best of my knowledge, from the couses stated.

yd

22a, — Degrea or tiNg 22b. ADDRESS 22c. DATE SIGNED
PP el Sy, mep. | 'BARNES HOSPITAL 111763

23a. BURIAL, CREMATION, | 23b. DATE - 23c. NAME OF CEMETERY OR CREMATORY 23d, LQCATION {City, town, or county) [State)

Removal | 11=2-1963 | Rose Hill ‘Maus, Kapsas City, Mo,
24. FUNERAL DIRECTOR ADDRESS 25." DATE RECD. BY LOCAL REG. | 26. RE AR'S f NATURE s
Rindskopf 5216 Delmar NGV 4 1963 %d“-js M A

{Licensed Embalmers Statement on Reverse Side)

21.

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.
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STATEMENT BY LICENSED EMBALMER

- B

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

(\J

- " . P. O. Address yd

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). .

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.
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